INTRODUCTION
One concern about capitated managed care is that providers will act on narrow financial incentives and use their control over beneficiaries to limit access to costly care, such as specialty and inpatient care (Cartland and Yudkowsky, 1992) . This concern becomes more important as Medicaid and other public programs expand the role of managed care in serving indigent beneficiaries (Iglehart, 1995) . The purpose of this article is to explore a contrasting possibility: that an HMO's capacity and incentives to manage care might be exploited to improve access.
We examined that possibility in a study of the Medicaid Extension Demonstrations that began in the early 1990s. Section 6407 of the Omnibus Budget Reconciliation Act (OBRA) of 1989 (Public Law No. 101-239 § 6407, 103 Stat. 2266 ) required HCFA to establish several Medicaid demonstration projects. The purpose of these projects was to enable States "to develop and carry out innovative programs to extend health insurance coverage to pregnant women and children under age 20 who lack insurance and to encourage workers to obtain health insurance for themselves and their children." HCFA entered agreements with three States-Florida, Maine, and Michigan-to implement three very different approaches for extending Medicaid coverage to uninsured children. The Florida FHK demonstration is our concern in this article. (For a description of all three demonstrations, see Abt Associates Inc. /Health Economics Research [1995] .)
The FHK demonstration was indeed innovative. It used a mixed public-private arrangement to offer Medicaid-like coverage to children up to 185 percent of the Federal poverty level (FPL) through the schools of Volusia County, Florida. A staffmodel HMO in the county underwrote and managed the care for students. The purpose of our study was to evaluate the effectiveness of the school-based setting for marketing the coverage and to analyze the effects of the managed care provider on the health behaviors of the enrollees.
This article is divided into five sections. The first section provides an overview of the demonstration itself. The second section discusses enrollment in and disenrollment from the demonstration. The third section then examines utilization during the demonstration, using administrative data to explore a series of questions on overall levels of utilization and on the effectiveness of the demonstration in enhancing access and curbing costly utilization habits (such as high levels of emergency room [ER] use). The fourth section provides a brief summary of multivariate results on access, utilization, and satisfaction, based on a survey of families in demonstration and comparison areas. The final section draws these different strands of analysis together to explore the significance of the Florida demonstration.
OVERVIEW OF THE DEMONSTRATION
The motivation for the Medicaid Extension Demonstrations was clear. A growing proportion of the low-income population was uninsured in the 1980s. Congress responded by authorizing or mandating expansions of Medicaid eligibility for two particular groups: pregnant women and children. In the Extension Demonstrations that are our concern in this article, States were encouraged to innovate, to experiment with alternatives to the standard Medicaid program that might better fit the problems and circumstances of uninsured populations. Indeed, as noted in the solicitation for the demonstration, HCFA was committed to give highest priority to State applications that, among other things, "emphasize alternative methods of providing assistance over simple expansion of eligibility criteria."
Eligibility
Eligibility for the Florida demonstration was restricted to children who met four basic conditions:
• Family Income Under 185 Percent of FPL-OBRA 1989 (Section 6407(b) (1)) authorized expansions in eligibility for children up to 185 percent of FPL. As shown in Figure 1 , this expansion represented a substantial increase in coverage, as the effective pre-demonstration income limit for most school-level age groups was only 31 percent of FPL, the approximate income cutoff for Aid for Families with Dependent Children (AFDC) in Florida. 1 Under the particular design Florida adopted, income eligibility was established using data from the Free and Reduced Price School Lunch Program. As a result, otherwise eligible students had to apply to the school lunch program to be eligible for subsidized coverage under the FHK demonstration (students who did not apply to the school lunch program could obtain unsubsidized coverage by paying the full premium). By linking the eligibility process to an existing program for low-income families, FHK was able to capture a large proportion of the target population with a 1 Note that, as the demonstration was being implemented in the 1990-92 period, new Federal mandates reduced the independent impact of the demonstration. Most important, as shown in Figure 1 , the OBRA 1990 (Public Law 101-508 § 4601, 104 Stat. 1388 -166-1388 ) mandated coverage for 6-year-old children, up to 100 percent of FPL, with the age limit increasing by 1 year each year, until the year 2001, when children up through 18 years of age and 100 percent of FPL would be covered. In that sense, OBRA 1990 was structured progressively to supersede demonstration coverage in Volusia County for children up to 100 percent of FPL; and Healthy Kids coverage was in due course to be concentrated among children in higher income groups-i.e., between 100-185 percent of FPL. 1 This figure assumes that applicants meet any other applicable eligibility requirements apart from age and income. 2 OBRA 1986 /1987 . 3 Enrollment of pre-school siblings of school-age enrollees was approved by the Florida Healthy Kids Corporation in September 1992. 4 The income limit for AFDC eligibility for a family of three was approximately 31 percent of FPL. Note that AFDC eligibility of independent children normally ends at age 18, at which point the former child must establish eligibility independent of her family. Table 1 , when the demonstration was being planned in 1990, 25 percent of all children in Volusia County were pre-school aged (defined here as children 4 years of age or under) and an additional 22 percent were not enrolled in the public schools. In the absence of other data, we assume that similar proportions of uninsured children were excluded from the program. Accordingly, by being based in the public schools, the demonstration appears to have excluded approximately 47 percent of all uninsured children in the county. By a similar logic, the demonstration excluded approximately 29 percent of all uninsured school-aged children in the county (Table 1) . A key Table 1 Public School Enrollment in Volusia County As a Percentage of All Children and All School-Aged Children question for the demonstration was whether basing the demonstration in the public schools provided advantages that offset the costs of excluding all of these children outside the public schools.
• Under 20 Years of Age-This restriction was imposed by OBRA 1989 (Section 6407(b) (1)). It had the effect of excluding most adults. However, because of Florida's school-based design, the restriction was not very limiting: The inclusion of 19-year-old students permitted FHK to cover virtually all older students.
Obviously, the FHK demonstration in Volusia County did not address the problem of all uninsured children in the county. It targeted only the uninsured children in the public schools, who met the income requirements of the program. While this focus excluded many children (specifically, the almost one-half of all children who were below school age or otherwise not enrolled in the public schools), it proved to be an efficient targeting mechanism for the program, as we discuss.
2 Note that these requirements were later eased somewhat. In September 1992, 6 months after enrollment began, FHKC approved enrollment of pre-school siblings of enrolled students. With that change in the rules, families with at least one child in the public schools could obtain coverage for all of their children from FHK This change was a convenience to families, but it also made sense from FHKC's point of view, because family incomes for these pre-school children were verified by the school-lunch data available for their enrolled, school-age siblings. The FHK demonstration thus represented a mixed public-private model for working within a wholly public settingthe schools-to market subsidized health coverage to uninsured children. The demonstration explored the viability of using the public schools as a nexus for marketing this special coverage, as well as the administrative feasibility and other effects of using the school-lunch program for this ancillary purpose.
Demonstration Site: Volusia County
Volusia County was selected as the demonstration site. Volusia was selected because it had a sufficiently serious problem of uninsured children to warrant an effort like the demonstration (estimates are given in the Enrollment and Disenrollment section later), and meanwhile had a school administration and other organizations willing to make major commitments of time and other resources to the demonstration. A successful demonstration would require considerable administrative efforts from the school district and area organizations-e.g., to market the coverage, to educate enrollees about the coverage, to help arrange linkages between the demonstration and key administrative systems (e.g., the school-lunch program), and other efforts. The selection of Volusia County reflected one of the key premises of the demonstration: that local districts had to be committed to this program, so that they would work hard to make it succeed.
Volusia County is a largely urban county located on Florida's east coast. Its major urban center is Daytona Beach. As suggested by 1990 census data (Table 2) , Volusia County was not very different from the Florida average on many key social and economic indicators. Compared with State averages, Volusia County had similar income and education levels. While median family income was lower in Volusia than statewide, the proportion of persons below FPL (and below 125 percent and 200 percent of FPL) was similar in the county and the State. Meanwhile, education attainments and school drop-out levels were similar in the county and State through high school, although the State had a higher proportion of people who had completed bachelor's degrees. Finally, the proportion of children under 18 years of age who lived with two parents was almost identical in Volusia County and statewide.
There were important differences between Volusia County and the rest of the State, however:
• Volusia had a higher proportion of white persons and a lower proportion of both black persons and Hispanics than did the State as a whole.
• Volusia had a much lower proportion of homes in which a language other than English was spoken and a lower proportion of homes in which "English was not spoken 'very well."' Thus, while Volusia was not very different from the rest of the State economically, it was very different in terms of race, ethnicity, and language. The FHK model thus incubated in a less intensely multilingual environment, with a smaller ethnic and minority population, than the rest of the State presented. It is worth noting, however, that FHK later expanded into the largest urban counties of the State, so this difference was temporary.
Benefits
The scope of benefits provided by the Healthy Kids Program was unchanged throughout the demonstration. Enrollees were required to select a primary care physician from among the FHCP physicians, and all non-emergency services had to be provided or authorized by FHCP. Major benefits covered by FHK included inpatient hospital care, preventive care, mental health services, outpatient rehabilitation, home health services, eyeglasses, prosthetic devices, skilled nursing facility care, emergency care (including ambulance services), prescription medicines, refractions, newborn care, and transplants. Benefit limitations in the Healthy Kids Program were selective, largely concerned with areas where discretionary utilization was a particular concern, such as mental health, dental care, and eyeglasses.
This scope of services was comprehensive, comparable in scope to ordinary Medicaid coverage. The omission most frequently noted by enrollees' parents was dental care, according to FHKC staff. The plan covered dental services only when provided by an oral surgeon for medically necessary reconstructive surgery. 
Provider Network
All medical services were provided to FHK enrollees through FHCP. FHCP contractually agreed to perform all provider recruitment and network maintenance necessary to ensure adequate access and service provision. Prior to the demonstration, primary care physicians at FHCP were almost exclusively on staff. The demonstration changed that. The demonstration required that every enrollee should have access to a primary physician within a 20-minute driving distance. To meet this demonstration requirement, FHCP expanded its use of capitation contracts with independent physicians to provide primary care. Over one-half of the physicians treating FHK patients were outside providers; roughly one-half of the enrollees were assigned to primary care physicians outside FHCP's staff. However, even enrollees whose primary care physician was not a member of the FHCP staff had access to an FHCP physician 24 hours a day.
ENROLLMENT AND DISENROLLMENT

Enrollment
FHK began providing demonstration coverage in March 1992 and did so for 36 months through February 1995. During that time, FHK provided over 197,000 enrollee months of coverage to children in Volusia County. There were more than 5,600 enrollees per month, on average, from the start to the end of the demonstration. In March 1995, as the demonstration ended, almost all of the FHK enrollees were transitioned to a continuation of the demonstration program, funded exclusively from State, local, and private sources. At that time, subsidized enrollment levels had stabilized at 7,000 enrollees per month ( Figure 2 ). There were approximately 300 unsubsidized (full pay) enrollees at that time. These enrollment levels constituted a major reduction of uninsured children in the Volusia County public schools. To calibrate their significance, we need to know how many uninsured students there would have been in Volusia County, but for the demonstration. We do not have the pre/post, student-level data we would like to have for this purpose. However, we can establish a reasonable estimate of the significance of FHK enrollment levels. Consider the following. The total enrollment in the public schools of Volusia County was approximately 54,000 by 1995. At that time, the continuing enrollment in FHK totaled approximately 7,300 subscribers, including the few unsubsidized subscribers. Against that total enrollment, the pre-demonstration proportion of uninsured students was perhaps one-fourth to one-third, or what would have been approximately 13,500 to 18,000 students in 1985.
3 If that many students would have been uninsured at any point in time but for FHK, then FHK's continuing enrollment (7,300) constitutes 41-54 percent of the student-months that would otherwise have been uninsured.
Thus, FHK appears to have been covering as much as one-half of the months that 
Disenrollees as Percent of Enrollees
Subsidized Enrollees (Number) public school students previously would have been without insurance. 4 The continuation of the program under State and local auspices means that the program will continue to have a large impact on the problem of uninsured students in Volusia County.
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The mix of enrollees by age and subsidy group was as follows (based on enrollment data from FHKC covering the first 2 years of the demonstration):
• Income-Almost 35 percent of all enrollees in the demonstration were fully subsidized (i.e., below FPL), while 55 percent of all enrollees were in the 95-percent subsidy group (i.e., between 100-133 percent of FPL). Most of the remaining enrollees (9 percent of the total) were in the smallest subsidy category (134-185 percent of FPL). A very small number (3 percent of the total) were full-pay and entirely unsubsidized.
• Age-Over 67 percent of all enrollees were in their primary school years (5-12 years of age). Almost all of the remaining 4 Unfortunately, we do not have pre/post, student-level data needed to determine whether slightly over one-half of the formerly uninsured students were covered by FHK All we can do is estimate the proportion of formerly uninsured student months covered by FHK, by comparing two quantities: the enrollment level per month of the FHK program as it ended; and the approximate number of students who would have been uninsured each month in the absence of FHK, based on predemonstration estimates of the prevalence of uninsured students. 5 Note that FHK enrollment levels in Volusia County declined in late 1995-after the demonstration was over-following large premium increases levied by local officials to support the required local contribution to the program. (For example, premiums in late 1995 were raised from zero to $15.00 per month for children below FPL and from $2.50 to $20.00 per month for children between 100-133 percent of FPL) In all, enrollment declined to approximately 4,100, a drop of nearly 40 percent. Premium increases were later moderated (e.g., by July 1996, premiums were reduced to $10.00 per month for children from 0-135 percent of FPL). Enrollment increased thereafter to approximately 5,500, which represented a recoupment of roughly one-half of the previous enrollment loss. These post-demonstration variations in enrollment raise interesting issues about the ability of indigent families to pay for coverage. The data in this paragraph were provided by Shenkman (1996) . The data were collected for her forthcoming study of FHK.
students (29 percent of the total) were 13-19 years of age, and 4 percent were pre-school enrollees (i.e., qualified for coverage as siblings of public school students).
This distribution of enrollees was more heavily concentrated in the middle subsidy group (i.e., those families with incomes between 101-133 percent of FPL) than expected and was somewhat younger than expected.
With respect to health care needs, we do not know whether uninsured students with greater health care needs were more likely to enroll in FHK than students with lesser needs. However, available data do suggest that students were more likely to stay enrolled during the demonstration if their health care needs were greater (Coulam and Levinson, 1995) .
Disenrollment
Figure 2 summarizes the proportion of enrollees who have disenrolled each month since the start of the demonstration. After the earliest months of the program, there were one or two particularly high months of disenrollments each school year (roughly, 6-8 percent of enrollees). But rates more generally have been stable-in the 3-percent rangeapart from these periodic spikes in rates.
Available evidence suggests that disenrollment rates are largely involuntary (i.e., for reasons having little to do with the quality or value of FHK coverage). According to FHKC's 1994 survey of voluntary and involuntary disenrollees (Table 3) , almost 87 percent of disenrollments are due to the movement of children out of eligibility categories: because they obtained another insurance policy, moved out of the area, or otherwise became ineligible for coverage (e.g., aged out of coverage or graduated). These disenrollments imply one problem with health reform in the small, at the school-district level: People inevitably move out of such narrow eligibility categories, and with those moves comes a loss of eligibility for the insurance product. A more inclusive product, covering larger spaces of age and geography, would presumably have lower rates of exit. It is important to note that FHK coverage is an improvement over conventional, employer-based coverage, since the coverage is not interrupted by changes in employment status. However, changes in school status-a different kind of interruption-now create at least a small problem.
But if the FHK demonstration carved out only one part of the problem of the uninsured, it does appear to have done so with positive effect. Relatively few of the disenrollments (almost 14 percent) come for reasons that might directly concern the value of the coverage or dissatisfaction with the FHK product: cancellation of the policy (usually, due to non-payment of the premium), dissatisfaction with the amount of money paid for the policy, and an impression that the plan was not what was described when the child enrolled.
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Overall, then, less than 0.5 percent of all enrollees-14 percent of the 3 percent who disenroll each month on average-appear to leave the program each month for reasons of expressed or possible dissatisfaction with the program. That level of possible dissatisfaction was considered low and unavoidable by local and State administrators. Satisfaction results from a separate survey tend to corroborate this judgment (see the Multivariate Analyses section later).
UTILIZATION RESULTS: ADMINISTRATIVE DATA
The extension of health coverage to uninsured populations raises questions about the needs of the population and the risks of underwriting their health care. In the FHK demonstration, program and provider staff feared high utilization rates that would raise the costs of coverage. But the actual experience has been surprising.
Expectations at the Outset
FHK was designed to provide reliable coverage and access to care for children who lacked continuous coverage before the demonstration. With FHK coverage, these children were expected to be able to catch up on much past medical neglect, and then to maintain their health and prevent the kinds of acute and chronic conditions that the lack of access to medical care had made more likely in the past These expectations for the program translated into expectations at the outset of the FHK demonstration as to how enrollees actually would utilize care. It was thought that there would be:
• Pent-Up Demand-Given poor access to medical care in the past, FHK enrollees were expected to have a backlog of untreated conditions. In addition, there was a possibility of adverse selection from the target population, whereby those children in immediate need of intensive services would be disproportionately likely to enroll. Both poor access in the past and adverse selection in the present would lead to more intensive use of services in the earliest months of enrollment.
• High ER Use and Other Costly Utilization-In keeping with the expectation of Medicaid-like utilization patterns, these enrollees were expected to use care in ways that would raise the costs of their care, more or less independent of the overall volume of utilization. In particular, it was expected that enrollees would overuse costly ER services.
• Continued High Utilization-Even after their pent-up demand was served and their costly utilization habits were curbed, FHK participants were expected to use more health care services and to be sicker as a group than other children. According to FHCP, participating physicians were told by the plan to expect that FHK enrollees would be like Medicaid patients in their utilization of care.
These expectations were not much different from the common findings in the literature on utilization of services by lowincome children. Low-income children are typically considered a high-risk group (Newacheck and Starfield, 1988; Gortmaker et al., 1990; Kliegman, 1992; Halfon and Newacheck, 1993) , and their utilization of ER services is typically well above the norm for other populations (Orr et al., 1991; Halfon and Newacheck, 1993) , who find poor children less likely to have a regular source of care, with the absence of a regular source of care, in turn, accounting for much of the variation in ER utilization among the studied populations.
The expectations of demonstration staff and others thus reflected a common belief about the relative utilization rates of indigent children.
Perhaps the most succinct early index of expected utilization for FHK enrollees was indirect: the estimated premium cost for FHK enrollees. In the planning stages of the demonstration, FHKC sought actuarial estimates of the likely costs of underwriting care for enrollees. A private actuary used data on Medicaid per capita costs in Volusia County and estimated that the ageadjusted costs of care for FHK enrollees would average $62.39 per enrollee per month (after inclusion of administrative costs that the demonstration provider would bear that were not reflected in the Medicaid cost data). This figure gave FHKC a baseline for judging the reasonableness of fixed-price proposals from insurers and HMOs to underwrite the risk associated with the Healthy Kids Program. As it turned out, the actuarial estimate was not too far off from the underwriter's own estimates. The FHCP submitted a comprehensive benefit package priced at $58.98 per enrollee per month, as noted earlier.
The FHK demonstration thus began with a cost per enrollee that was close to original predictions. Table 4 shows estimated utilization by type of service for the first 2 years of the demonstration. (Note that these data apply to the first 2 years of the program, not the first 2 years of individual enrollments.) With respect to outpatient services, the overall results were as follows. There were increases from Year 1 (March 1992 -February 1993 to Year 2 -February 1994 in the following areas:
FHK Utilization by Demonstration Year
• Office/clinic visits increased slightly, to an average of 2.99 per enrollee year by Year 2.6 • Consultation visits to out-of-plan providers increased by half, to 0.09 visit per enrollee year by Year 2.
There were decreases in other areas:
• Emergency room visits declined 70 percent, to 0.09 ER visit per enrollee year. This decrease was important to the demonstration, given that control of ER use was seen as a key to managing the risks of the demonstration. More will be said on this subject later.
• Optometry visits declined by one quarter, to 0.09 visit per enrollee year. This utilization was higher than expected in the first year-there was informal evidence here of pent-up demand, as many students without eyeglasses obtained them under FHK coverage.
(The FHK benefits package included coverage of one pair of eyeglasses every 2 years, unless the child's head size changed.) 6 One context in which to view these reported office visit rates is by comparison to the frequency of visits reported in other studies targeted on low-income children. As described in the Technical Note at the end of this article, estimates of the number of physician visits per year for low-income children cluster around 3.0 visits per child per year.
Overall, these aggregate results suggest that the trend in outpatient utilization was consistent, in direction at least, with the goals of the managed care provider: an increase in primary care and a decrease in some costly areas of utilization like ER use.
With respect to inpatient services, there was a clear pattern, as shown in Table 4 . Whether measured in terms of the number of inpatient admissions or inpatient days, inpatient utilization increased in Year 2. Admissions increased 31 percent, to 0.017 per enrollee year. Average inpatient days increased over one-half, to 0.082 day per enrollee per year. However, inpatient utilization in the Florida demonstration remained relatively low-for example, ageand sex-adjusted inpatient days per 1,000 children totaled 66 in the Florida demonstration compared with 216 in a sample of low-income children from the 1992 National Health Interview Survey (Calore et al., 1994) .
Given this overview of service utilization, we can now review a series of particular questions concerning program utilization, beginning with the question of pent-up demand.
Pent-Up Demand
The evidence for pent-up demand among FHK enrollees is relatively weak. For example, as shown in Table 5 , beneficiaries on average used only a slightly disproportionate share of services in the first quarter of their first year of enrollment. In one area, however, utilization is clearly disproportionate in the first 3 months: ER visits. Most ER visits (84 percent) occurred in the first 3 months of enrollment. This disproportionate share of ER utilization early in enrollment might imply that pent-up demand exists, but is being served in ERs, rather than in the offices of FHCP physicians. There are other interpretations, however, based on propositions about enrollees' pre-FHK habits of utilizing ERs to obtain access to services, the maturation of the program, and the education of enrollees, physicians, and ERs to understand that FHK enrollees had a non-ER, 24-hour source of primary care. We will discuss those ER issues separately later.
Other data yield similar results (Abt Associates Inc. /Health Economics Research, 1995) . To be sure, there may be important sub-groups of enrollees for whom the phenomenon was important, and those sub-groups would not necessarily be revealed in the utilization data available to us. But while these caveats are important, they should not obscure the main point.
The conspicuous result of the FHK demonstration, directed broadly at uninsured school-age children, is not how large but how small the indications of pent-up demand actually were.
ER Use and Other Costly Utilization
As part of the risk of "covering this population, FHKC and FHCP expected utilization to occur in particularly inefficient ways. Most important, enrollees and their families were expected to be accustomed to using such costly facilities as ERs-utilization that made sense in terms of the access and financing problems that families faced, but which were not cost effective for the system as a whole.
Much as expected, there are signs of intense use of ERs by FHK enrollees early in the program, but this early use declined dramatically. For example, as previously noted (Table 5) , more than 80 percent of the ER use in the first 12 months of enrollment occurred in the first 3 months of enrollment; and there was a 70-percent decline in ER visits per enrollee from Year 1 to Year 2 (Table 4) . While this yearly decline in ER use was occurring, the number of office/clinic visits rose by 2 percent (Table  4) . These data suggest the possibility that FHK participants were substituting visits to their primary care physician or the FHCP walk-in clinic for more costly ER care, much as FHCP sought.
FHCP attributes the decline in ER use and the increase in use of primary care physicians to three features of the program. First, FHCP took deliberate steps to strengthen primary care relationships. Specifically, FHCP cultivated stronger relationships between enrollees and their primary care physicians as the program continued, so that enrollees looked in the first instance to their primary care physician rather than the ER for services. FHCP held seminars for FHK participants and tailored informational materials to the specific needs of the FHK participant population (e.g., giving bilingual presentations at convenient locations, such as area elementary schools and high schools). FHCP also tried to reach enrollees by telephone to provide additional education. Doctors were placed on-call 24 hours per day, and enrollees' families were encouraged to make a simple phone call first, before going to an ER.
These various efforts to strengthen the primary care relationship were in keeping with findings in the literature on ER use by low-income children. For example, Orr et al. (1991) report that, for children 1-9 years of age, having a regular source of care decreases the amount of care received in the ER. For children 1-9 years of age with a regular source of care, ER use makes up approximately 10 percent of all health care utilization-regardless of health insurance status. For children with no regular source of care, ER visits constitute 17 percent of all health care utilization for children with private insurance and 29 percent of all utilization for children with Medicaid coverage. Hurley, Freund, and Taylor (1989) Finally, FHCP sought to reduce ER utilization by creating other, more accessible alternatives. Studies have established a significant connection between declining access and increased ER utilization (Ahern and McCoy, 1992) . In the FHK demonstration, FHCP gave enrollees more congenial access to services than could be had in an ER, and enrollees may have become aware of the difference. For example, enrollees could make appointments and not be kept waiting for hours, as was often the case in an ER. At the same time, FHK enrollees were given access to FHCP's walk-in clinic to permit more spontaneous access when needs arose, and the hours of the walk-in clinic were extended to include evening and weekend hours. Together, these measures made the more cost-effective alternatives more attractive. Indeed, as one FHCP manager noted, "long waits in an ER or doctor's office are the real copayment" to parents, especially to working parents. FHCP created alternatives that sought to minimize this non-monetary copayment.
With ER utilization under better control, FHK reduced the copayment for ER services from $25.00 to $10.00 in February 1993 (the end of Year 1 of the demonstration), with no copayment if the patient were referred to the ER by a primary care physician. Other copayments were also reduced at this time, reflecting FHCP's confidence that remaining risks were manageable.
Overall, the decline in ER use appears to be a concise reflection of the purposes of the program: to make health care more accessible, so that parents would take their children to see a physician at an earlier, less acute stage of illness. In the words of one State official, FHK gave parents "permission to be concerned" when their children became slightly ill, rather than pressuring them to postpone seeing a physician because the alternatives (such as the ER) were time consuming, costly, and not very user friendly.
Together, these different fragments of evidence suggest that costly utilization habits of FHK enrollees were amenable to the access, management, and education efforts that FHCP implemented. These results are consistent with the results on utilization more generally, discussed in the following section.
Expectations of Continued High Utilization
For the longer term, FHK enrollees were expected to be a riskier, somewhat sicker group than children with private insurance. As a result, even after any initial pent-up demand abated and costly utilization habits were curbed, FHCP expected FHK participants to continue to use somewhat more health care services than children in FHCP commercial groups.
These initial expectations about participant utilization of health care services proved to be unduly conservative. Risks for this population in fact were more manageable than demonstration and provider officials expected. In particular, there was little evidence that this population of indigent children used services in unusual or particularly intensive ways. In general, utilization by FHK enrollees was less than utilization by FHCP's commercial enrollees. Table 6 provides a summary of selected utilization data from FHCP administrative records. (Note that Table 6 is based on a different dataset and different measures than the discussion in previous sections.) The data cover the period from July 1993-June 1994, a time when the FHK demonstration was mature. (For example, key changes in the demonstration had already been implemented in such areas as copayments, clinic hours, and on-call availability of primary care physicians.) The results in Table 6 are striking: For all measures of inpatient and outpatient utilization, FHK participants used slightly or substantially fewer services at less cost than FHCP's commercial (non-demonstration) enrollees. Specifically:
• FHK enrollees used less primary care than commercial enrollees, although the differences were quite small. Per member, FHK enrollees had 1 percent fewer primary care physician visits, 9 percent fewer ER visits, and 12 percent fewer specialist/referral visits.
• Differences between FHK and commercial enrollees' use of acute care services were more substantial. Per member, FHK enrollees had 23 percent fewer hospital admissions and 24 percent fewer hospital days, although lengths of stay per admission were similar for FHK and commercial enrollees. The average costs of hospital services, per day and per admission, were somewhat lower for FHK enrollees.
There are many possible reasons that utilization by FHK enrollees is below levels for FHCP's commercial clients. First, it is possible that the characteristics of the FHK and commercial groups differ in some important ways. Most important, our utilization data are not adjusted for age or sex differences; however, as shown in Table 7 , the overall age and sex composition of the FHK enrollees differs by only a percentage point or two from the age and sex composition of commercial enrollees. But there may be other differences between demonstration and commercial groups, differences invisible in our data, and these could affect the FHK-commercial comparison. For example, it is possible that the commercial group was somehow sicker than the FHK demonstration group. That would directly contradict assumptions held at the beginning of the demonstration-to the effect that the demonstration enrollees would be sickerbut it is certainly possible that those initial assumptions were wrong. It is also possible that the demonstration enrollees had a lesser propensity to use health services, even after the education and access efforts of the demonstration. However, available evidence tends to challenge this assumption: Demonstration enrollees used primary care about as much as commercial enrollees (Table 6 ), so there is little indication of a lesser propensity to use care. Finally, it is possible that the demonstration enrollees were somehow better educated to use services more cost effectively than were commercial enrollees. This could have occurred for many reasons. A school district may be a more effective setting than dispersed places of business for educating parents and their child enrollees about prevention and the appropriate use of health services. Or this may simply be an artifact of the demonstration. The FHK demonstration received a lot of attention and special effort-from FHCP, FHKC, the Volusia County School District, and others. The routine continuation of group insurance benefits at multiple employer sites would be unlikely to elicit comparably intense or focused efforts. Whatever the reason, if demonstration enrollees were in some ways more informed and better encouraged to use services prudently, they might have acted more economically than commercial enrollees. There are thus many different reasons why demonstration utilization might have turned out to be generally lower than utilization by commercial groups. But while many explanations are possible, the phenomenon itself is important: the FHK enrollees looked far more like FHCP's commercial enrollees than had been originally forecast by anyone. When the demonstration was being planned and initially implemented, all of the important agencies concerned with the demonstration-specifically, FHKC, FHCP, the State Medicaid program, and a health actuaryconcurred that this was a risky target population. In fact, however, the management of care for this demonstration group of indigent enrollees proved to be far more tractable than anyone had predicted.
Risks and Costs of Demonstration Health Care
As the utilization of demonstration enrollees proved to be less than predicted, the amount paid to FHCP per enrollee declined, to $46.50 by 1994. In other words, 2 years into the demonstration, costs had declined over 20 percent from original estimates, as against the 24-percent increase that demonstration planners had originally assumed (information provided by FHKC). Enrollee premiums have reflected this decline in FHCP payments.
These cost data thus serve to echo the results of the utilization data-the management of costs for this population of indigent children was more tractable than had originally been forecast by all serious observers, observers that included an experienced actuarial firm, a sophisticated HMO, and the Florida Medicaid program itself. For the Florida participants in the demonstration-public and private-these results constituted an important success. We will have more to say on this subject in the concluding section.
MULTIVARIATE ANALYSES OF ACCESS, UTILIZATION, AND SATISFACTION
In addition to the univariate results based on administrative data previously discussed, the Abt evaluation performed a series of multivariate analyses for Florida and other States in the Medicaid Extension Demonstrations. These analyses compared access, utilization, and satisfaction between children enrolled in the demonstration and children in four other coverage categories: Medicaid, private insurance, other types of insurance, and uninsured. The access analyses were performed by Rosenbach et al. (forthcoming); and the utilization and satisfaction analyses were performed by Irvin et al. (1995) . Readers should consult these other sources for full reports of these analyses. But it will be helpful here to summarize their results, as they are consistent with and in certain key respects reinforce the univariate results reported here.
The data for these Florida analyses came from a survey by Abt Associates of demonstration participants and certain comparison groups (children with comparable incomes in Volusia County and a second county). In two waves, respondents were asked questions about the availability of regular care (e.g., "Does your child have a regular place for routine health care?"), the number of physician visits, the type of visits ("How many visits were for a regular checkup?"; "How many visits were because your child was sick or injured?"), ER visits ("During the past three months, how many visits has your child made to the hospital ER?"), the number of hospital stays ("How many times was your child hospitalized overnight in the past 12 months?"), satisfaction with care ("How satisfied are you with the health care your child currently receives?"), and other related issues. The methodological approach involved comparisons of mean values of access, utilization, and satisfaction measures across different coverage groups. Tests for the effects of insurance coverage were then made in linear fixed-effects regression models.
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The findings from the access, utilization, and satisfaction analyses are summarized in Table 8 . The most important results noted are as follows. First, with respect to access, 8 demonstration children had significantly improved access compared with the uninsured on virtually all measures. On certain measures, FHK enrollees also had improved access compared with children with Medicaid (likelihood of reporting a regular source of care and likelihood of a doctor visit) and private insurance (likelihood of reporting a regular source of care).
Second, with respect to utilization, 9 demonstration coverage was expected to encourage more intensive use of services. Accordingly, measures of utilization for demonstration children were expected to be significantly higher than measures for non-demonstration children. However, the data fail to show any such demonstration effect Demonstration utilization rates in Florida were insignificantly different from the rates for all other types of coverage and for the uninsured, almost without exception across the utilization measures considered. There are only two areas where demonstration enrollees were notably different: out-of-pocket costs (significantly lower for demonstration children than for uninsured children) and 7 For a full discussion of the methodology of these analyses, see Abt Associates Inc. /Health Economics Research (1995); Irvin et al. (1995); and Rosenbach et al. (forthcoming) . 8 Measured as the likelihood of reporting the following: a regular source of care, a physician visit, a preventive checkup, an emergency room visit, an unmet need, or a sick day with no visit due to lack of money or other access barriers. 9 Measured as the reported number of each of the following: doctor visits for sickness or injury, doctor visits for regular checkups, total doctor visits, ER visits, prescriptions, out-ofpocket expenditures, hospital admissions, and hospital nights. More likely to report a regular source of routine care than uninsured children*** or children with Medicaid***, private insurance**, or other coverage*. More likely to report having a doctor visit than Medicaid children**. Less likely to report an unmet need than uninsured children***. Less likely to have an access barrier preventing them from obtaining care when sick than uninsured children**. Less likely to report having an emergency room visit than privately insured children** or uninsured children*.
FHK children had:
Greater rate of reported hospital admissions than uninsured**. Lower reported out-of-pocket expenses than uninsured*. Insignificant differences on a diverse array of utilization measures, compared to Medicaid, private insurance, other coverage, or uninsured.
FHK parents/guardians had: High levels of satisfaction with FHK coverage: 96 percent of continuously enrolled reported being "satisfied," 90 percent of those disenrolling reported being "satisfied." Higher levels of satisfaction than uninsured*** and other coverage***. * Significant at 0.10. ** Significant at 0.05. *** Significant at 0.01. 0 NOTES: "Other" overage refers to such coverage as CHAMPUS -i.e., other types of coverage than Medicaid, private insurance and uninsured. FHK is Florida Healthy Kids. 0 SOURCE: (Abt Associates Inc. /Health Economics Research, 1995) .
hospital admissions (significantly greater for demonstration children than for uninsured children).
These results raise a puzzle: Why do demonstration children with lower out-ofpocket costs (and presumably fewer worries about such costs as a result) fail to use significantly more services? In Florida, the most natural explanation is that active management of care by the HMO is preventing or obviating the need for access-related increases in utilization. This reason makes sense, given that these utilization comparisons contrast FHK enrollees with fee-for-service baselinesi.e., children who were generally getting their care in unmanaged fee-for-service environments. The HMO's management of utilization is not a problem from the State's point of view, so long as "needed" care is not being denied. While this issue raises notably complex and contested issues, there are three reasons that FHKC officials and others were pleased with the results:
• Beneficiary satisfaction rates were high, and FHKC's own surveys of disenrollees showed small percentages of disenrollment because of dissatisfaction with the FHK coverage.
• FHCP implemented a series of measures (e.g., on-call physicians) that would have the effect of reducing utilization in the terms of our measures. At the same time, beneficiaries have open-ended access to a walk-in clinic with extended hours for general primary care, so utilization is, to that extent, self-selected and unconstrained. The question remains as to whether FHCP is limiting care in other ways-e.g., by selectively limiting referrals to specialists, a practice that might be consistent with high overall rates of satisfaction. We have no evidence on this point.
• Utilization rates for FHK enrollees are consistent with rates of utilization in private and other forms of coverage.
Meanwhile, we can offer two other possible explanations. First, the failure of measures to change as expected could be due to some problem with the measures themselves. Our utilization measures are self-reported, and the inevitable noise introduced by this method may be obscuring the expected effects. But before we embrace this suggestion, it is worth noting that some effects-e.g., the expected difference in out-of-pocket costs-appear to be reliably reflected in our data. Second, it is possible that the families in our data tend to find ways to get needed care for their children, even when they are uninsured. In that event, something like the need for care, rather than the presence of coverage, would then be seen as driving utilization, across the ranges of income and costs of care that characterize our data. This conclusion is not consistent with the conclusions of the published literature or of our own National Medical Expenditure Survey (NMES) results (Abt Associates Inc. /Health Economics Research, 1995) . These sources generally show a significant positive association between insurance coverage and utilization. Whatever the reasons, it is at least clear that any increased utilization that occurred in the FHK demonstration does not show up in the simple rates and counts of utilization that we have.
Finally, with respect to satisfaction, the percent "satisfied" with demonstration coverage was high in Florida (90 percent for those who disenrolled after our first wave of interviews and 96 percent for those continuously enrolled). These unadjusted levels of satisfaction with care were higher for FHK than for any other coverage; and satisfaction coefficients were significantly higher for FHK than for other coverage and uninsured. These levels of satisfaction with demonstration coverage suggest that FHCP's management of care (as might be preventing any increase in simple utilization measures, as previously speculated) is not notably provocative to the general enrollee population.
Thus, according to self-reported measures, FHK was associated with improved access compared with children who were uninsured. The demonstration also was associated with improved satisfaction compared with all other children. But the demonstration had little, if any, effect on measures of utilization, except in the area of out-of-pocket costs.
SIGNIFICANCE OF THE FLORIDA DEMONSTRATION
The basic mandate for the Medicaid Extension Demonstrations was to carry out innovative programs to extend health coverage to children. The Florida demonstration met that mandate. In this section, we will summarize the significance of what was accomplished.
Replication of the FHK Model
The initial idea for the FHKC was not that it would become an operating agency, but rather that it would be an incubator of school-enrollment-based health coverage for uninsured children. Working at the behest of key elected officials at the State level, and working with the school district and providers in Volusia County, FHKC developed an important program infrastructure that did not exist before the demonstration. The product can now be replicated with a fraction of the effort required to accomplish the first program in Volusia County. Unlike the demonstration in Volusia, the continuation and further expansion of the FHK model is entirely funded by State, local, and some private funds (Federal funding continued only through the 3-year demonstration, and FHK is not formally a part of the State's Medicaid program). The absence of Federal participation presents a greater State and local financial burden, but frees the expansions from many Federal requirements (e.g., that participants below 100 percent of FPL be subsidized in full).
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As the 3-year demonstration was drawing to a close in 1995, FHKC was actively working to replicate the demonstration model in other counties. FHKC accepted applications from school districts on a continuing basis. This replication effort has been substantial. As of February 1997, FHK had been replicated in 16 counties of Florida, including the largest, and some of the most urban, counties in the State, such as Broward, Dade, Duval, Pinellas, and Palm Beach. Altogether, these 16 counties account for one-half of the public school enrollment in the State, and statewide enrollments in FHK are expected to reach 47,850 students by February 1997. FHK will be a cornerstone of health reform in Florida, whatever happens in the remaining counties.
The State legislature has considered proposals to extend the FHK model statewide, but FHKC and others have resisted this mandated extension of the program. Reasons for this opposition go back to one of the key premises of the FHK demonstration: that the project should build on local initiative and commitments. Thus far, FHKC has avoided a statewide program and continues to seek replication district by district, rather than by mandate.
Beyond Florida, the Healthy Kids model has attracted national attention. The Robert Wood Johnson Foundation has announced funding for a National Program Office to provide technical assistance and to oversee grant management to support duplication of FHK's school-enrollment based model in as many as seven additional States. The National Program Office will share quarters with the Florida program, but will have its own staff, budget, and accountability (Florida Healthy Kids Corporation, 1996) .
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Healthy Kids and Health Reform
On its own terms, the Healthy Kids Program has been impressive in ways noted throughout this article. However, the approach has certain costs that are, in a sense, the price of its virtues. Those costs might matter in the unfolding efforts at broader health care reform in Florida and other States. A county-level, school-based program establishes a substantial role for local initiative. This is retail health care reform-school district by school district, which requires relatively intensive management commitments at the State level. Meanwhile, Healthy Kids addresses only one part of the uninsured population-children-but leaves other parts of that population (principally, adults) without coverage. Healthy Kids contrasts with wholesale reform strategies that attempt to pursue the same objectives of coverage for the uninsured, but through more centralized programs and financing mechanisms.
To say the least, most wholesale reform strategies are subject to serious critiques as well (note critiques of the Medicaid expansions for children [Sardell, 1990] and pregnant women [Braveman et al., 1993] But it is at least important to note that a strategy of reform that capitalizes on local efforts, local commitments, and a local vehicle-the schools-will be less desirable if other States, in the end, choose to approach reform in a more centralized way.
Advantages and Disadvantages of School-Based Coverage
One reason the program succeeded in reaching the target population was that the coverage was based in the public schools. First, and perhaps most important, schoolbased enrollment was an effective way to define a group for insurance purposes. School-based coverage was divorced from parents' employment relationships, and thereby avoided one source of instability in ordinary health coverage for indigent family members.
Second, school-based coverage provided advantages for eligibility determination. At the outset of the demonstration, there were complexities in implementing eligibility processes based on school-lunch program data, largely due to the confidentiality of these data and the need to establish appropriate arrangements to obtain access to the data. These problems were resolved in the initial development work of the demonstration. Thereafter, according to accounts of State, FHKC, school, and provider staff, the school-based enrollment process became an administratively simple way to determine eligibility for Healthy Kids. Because this mechanism for income verification was already in place for the school lunch program, FHKC's income verification required little more than a simple monthly tape match. The eligibility process ran very smoothly, without the extensive documentation requirements or other problems commonly faced by subsidized public programs to determine income eligibility.
Third, in addition to such administrative advantages, the school-based setting also facilitated marketing to the target population. According to one demonstration official, despite the array of publicity mediums used (including public service announcements and considerable newspaper coverage), approximately 80-90 percent of applicants indicated that they had heard about the Healthy Kids Program in school. In the words of one FHCP official, "Families trust the schools." It was accordingly easier to get information to families, to run educational seminars, and to keep families informed.
For all these advantages, there were certain problems in basing FHK in the schools. The confidentiality issues surrounding the school lunch enrollment list have made it administratively cumbersome to use school lunch information for other purposes-e.g., to target marketing efforts directly at students participating in the school lunch program. Another problem mentioned by FHKC staff is low enrollment among older (middle school and high school) children, possibly due to the stigma of applying for the school lunch program. (However, to an undetermined extent, this decline in upper-school enrollment may be due to a correlation between family income and the age of children.) Finally, public-school-based enrollment excludes indigent children who are outside the public school system, e.g., because they attend private schools, receive homeschooling, or have dropped out. The extension of eligibility to these excluded groups has obvious advantages, but it requires the introduction of a supplemental income verification process. Indeed, some Florida counties have included private and home schools in their Healthy Kids Programs by using supplementary eligibility processes. But this kind of expansion is not so simple as coverage piggy-backed on the school lunch program in the public schools.
Importance of Non-Financial Barriers to Care
One key to the success of the Florida demonstration was the performance of the managed care provider, FHCP. By giving one organization an interest in the enrollees' utilization across the board, the demonstration provided an incentive for the provider to encourage improved health behaviors. And with all utilization under the management of one organization, control was less dispersed across providers. FHCP could take specific steps-such as extending walk-in clinic hours and placing doctors on-call 24 hours-that would affect access for a large percentage of enrollees and more directly address certain costly health behaviors (e.g., ER use).
Essentially, all parties to the demonstration expected FHK participants to continue to use more health care services than children in FHCP commercial groups and to be costlier as a result. But after the slight evidence of pent-up demand early in the demonstration, there was little evidence that this population of indigent children used services particularly intensively. More generally, utilization by FHK enrollees was similar to utilization by FHCP's commercial enrollees-and ER use and other costly behaviors proved amenable to education and the provision of specific, accessible clinic alternatives. In the end, the FHK enrollees looked far more like FHCP's commercial enrollees than had been originally forecast.
As the utilization of demonstration enrollees proved to be less than predicted, the costs of the demonstration actually declined, even as benefits were being slightly liberalized (e.g., copayments were reduced). For a health care program to experience a decline in medical assistance costs during these years was a great surprise to all concerned. An FHCP official has a simple and provocative answer as to why the care for the demonstration enrollees proved so manageable: "If you treat [the demonstration kids] like commercial clients, they behave like commercial clients." And there were signs that these results were achieved even as FHK enrollees had greater access and satisfaction than was true for at least some other major payers.
The fact that this happened in the Florida demonstration is no guarantee that it would happen with every managed care program. But the Florida experience raises an interesting possibility. One concern about capitated managed care is that providers will act on short-run financial incentives to limit beneficiaries' access to needed, but costly, care. The Florida demonstration suggests an alternative possibility: that the managed care provider could use its control to manage access to improve the ways that enrollees are able to receive care. Others have noted this possibility (Goldman, 1993) . In the limit, this proposition provides a powerful reason to bring managed care and deliberate programs of access to uninsured populations, rather than bringing programs of financial coverage alone.
TECHNICAL NOTES
The following notes address two issues raised in this article: the proportion of uninsured children in Volusia County and the number of physician visits by lowincome children.
Proportion of Uninsured Children in Volusia County
Estimates of the proportion of schoolage children in Volusia County who are uninsured vary depending on such factors as how "uninsured" is defined (e.g., whether it takes account of comprehensive coverage or catastrophic coverage only) and over what time period it is measured (e.g., whether point-in-time or over a longer period). The latter issue is not a small concern, since the natural product of insurance coverage linked to employment is that indigent children may experience recurring periods when insurance is not available. The most comprehensive study of insurance status-the 1987 NMESattempted to address these concerns by collecting insurance information in several waves over the survey year. NMES collected data on all sources of coverage and estimated that, in 1987, 16.9 percent of children 6-18 years of age nationwide had no health insurance and 15 percent of children in families with a working parent were uninsured (Short, Monheit, and Beauregard, 1989) . NMES confirmed that most of the uninsured under 65 years of age were workers and their families.
Other estimates of the proportion of uninsured children apply more directly to Volusia County, but are based on data sets that are less credible than NMES. In a study for the Institute for Child Health Policy (ICHP) of the Florida State University system, Kilgore (1991) estimated that 25 percent of all students in Volusia County did not have "any coverage" over the preceding 6-month period before the 1991 survey. If this estimate were accurate, the proportion of children with no coverage at a particular point in time would be somewhat larger-e.g., perhaps one-third. An earlier ICHP study (Freedman, Duncan, and Klepper, 1988) found that 15 percent of all Florida children under 17 years of age were not insured for hospitalization, while 29 percent were not insured for physician visits. Cartland and Yudkowsky (1993) pooled data from the Current Population Survey (CPS) for 1987-89 and estimated that 22 percent of all Florida children under 21 years of age were uninsured during a prior year. Newacheck, McManus, and Gephart (1992) analyzed data from the National Health Interview Survey for 1989 and concluded that 15 percent of U.S. adolescents 10-18 years of age were uninsured, with the highest proportion (21 percent) among southern states.
Based on these data, we would estimate that, at most, one-quarter to one-third of Volusia County public school students were uninsured at any point in time. This range is notably conservative for two reasons. First, it is at the high point of published estimates covering immediate pre-demonstration periods. Second, it is not reduced to take account of progressive expansions in conventional Medicaid coverage mandated by OBRA 1990 for children up to 100 percent of FPL-expansions that occurred after these surveys. (As shown in Figure 1 , Florida children up to 11 years of age and 100 percent of FPL were covered by Medicaid by early 1995.) As a result, the actual proportion of uninsured students was likely lower than our estimates. To that extent, the discussion in the text understates the effect of the demonstration on the remaining students who otherwise would be uninsured.
Number of Physician Visits by Low-Income Children
Estimates of the number of physician visits per year for low-income children cluster around 3.0 visits per child. For example, Rosenbach (1989) reports that U.S. children in families with incomes below 150 percent of FPL in 1980 had an average of 2.7 physician visits. Abt Associates Inc. /Health Economics Research (1995) analyzed data on lowincome children in the 1987 NMES and found a range of physician visits per year that depended on the insurance status of the child: 2.1 physician visits per year for children with no insurance, 2.8 for children with a full year of Medicaid, 3.0 for children with a full year of private insurance, and 4.0 for children with a mix of Medicaid and private insurance through the year. Newacheck and Starfield (1988) report that children with no reported morbidities from families with incomes below $10,000 (roughly 100 percent of FPL for a family of three) had 3.0 physician contacts per child per year, while moderate-and high-income children averaged 2.8 physician contacts per child per year. An analysis of more recent data from the 1992 National Health Interview Survey (Calore et al., 1994) estimates the number of physician visits per school-aged child at 3.4-3.6, depending on income (those below FPL using slightly more visits and those at 100-200 percent FPL using slightly fewer visits). By age, children 5-12 years of age had 2.8 visits per year, children 13-17 had 3.1 visits per year, and children 18-19 years of age had 3.9 visits per year.
Together, these different studies on primary care utilization suggest that the observed data for Years 1 and 2 of the FHK demonstration were within the range of other studies. Of course, a finer matching among populations in these different studies would be necessary to establish firm comparisons among the different utilization estimates.
